Injury to the sciatic nerve following closed manipulation of a dislocated total hip replacement is rare. We present such a case in an elderly patient with partial recovery following exploration and release of the nerve.
Injury to the sciatic nerve is a recognised complication of both dislocated native hips and prosthetic total hip replacements (THRs). [1] [2] [3] The standard management involves closed reduction, which usually has a low rate of complications. 4 We describe a case with an unusual complication involving the sciatic nerve following closed reduction of a revision THR.
Case report
An 84-year-old woman was referred with sudden, severe pain in her left hip after attempting to stand from a seated position. She had a revision of a THR on the same side, which had been performed four years before. The indication for the primary THR was osteoarthritis, and it was revised because of aseptic loosening. Both procedures were performed via an anterolateral approach. On examination she was in pain and her left leg was shortened and internally rotated. There was no neurovascular deficit. An anteroposterior (AP) radiograph of the pelvis revealed a posterior dislocation of the THR with a longstanding nonunion of the osteotomy of the greater trochanter (Fig. 1) . The hip was reduced successfully under a general anaesthesia following several attempts and was found to be stable in all directions. Fluoroscopic images revealed a concentric reduction (Fig. 2) .
Post-operatively, she complained of severe pain in the left buttock and proximal thigh which radiated down to her left foot. The pain persisted and she was reluctant to mobilise. The pain increased if she attempted to lift or rotate her left leg and she preferred to keep it in slight external rotation and flexion. Further assessment revealed absent plantar-and dorsiflexion of the ankle with decreased sensation in both the L5 and S1 dermatomes. It was difficult to assess neurological function proximal to the knee because of pain. There was no vascular compromise. A diagnosis of neuropraxia of the sciatic nerve was made and it was decided to manage this conservatively. However, her neurological status did not improve and her pain worsened over the next four days in spite of regular analgesia. Further radiographs confirmed a concentric reduction and no obvious fractures. An ultrasound study of her left leg revealed a complex collection within the hamstring compartment, although the sciatic nerve could not be identified. The collection was thought to be haematoma compressing the sciatic nerve and surgical exploration was planned.
Operation was performed via an extended posterior approach six days following the closed reduction. However, the sciatic nerve was not visualised because of scar tissue from previous surgery. An arthrotomy was made and the prosthesis was dislocated. The sciatic Pre-operative anteroposterior radiograph showing the dislocated revision total hip replacement with a longstanding nonunion of the greater trochanter.
nerve was found to be stretched and was located anterior to the hip join, wrapped around the neck of the femoral component (Fig. 3) . The nerve was freed and, although in continuity, was severely bruised. It was traced distally and the haematoma in the posterior compartment was evacuated. Post-operatively, her pain, hamstring and quadriceps function improved significantly but the sensory deficit in both the L4 and L5 dermatomes and the foot drop persisted, with power improving to 1 out of 5 on the MRC scale. She was mobilising with a Zimmer frame prior to being discharged for further rehabilitation with a foot drop splint and she remains under review.
Discussion
The incidence of dislocation following a THR varies between 1% and 3.2% 3, 5, 6 in primary procedures and rises to 7.4% in revisions. 7 Nerve injuries are a recognised complication following dislocation of a joint. The sciatic nerve is at particular risk of injury posterior fracture-dislocations of the hip joint [1] [2] [3] [7] [8] [9] where its incidence varies between 0.7% and 3.7%. 10, 11 To our knowledge, there are only three reported cases in the English literature of injury to the sciatic nerve following closed reduction of a dislocated THR. 2, 12, 13 Lazansky, 2 in his review of 501 cases of Charnley THRs performed over a period of six years, reported a case of incomplete sciatic nerve palsy following closed reduction of a post-operative dislocation. It was not mentioned whether this was treated conservatively or explored surgically.
Complete palsy of the sciatic nerve following closed reduction of such dislocations has been reported in two other studies.
12,13 Stockley and Bickerstaff 12 described a similar case to our patient, with acute complete sciatic nerve palsy in a 74-year-old woman. She had a revision THR via a trochanteric osteotomy, which dislocated posteriorly 18 hours after operation. She developed a complete sciatic nerve palsy following closed reduction. The time from dislocation to exploration and release of the nerve was not stated, but by three weeks she had regained near-normal function. In contrast, the second reported case was of a 66-year-old woman who had a 14-month history of a sciatic nerve palsy following closed reduction of a THR that had dislocated one month post-operatively. 13 This patient's pain improved rapidly following surgery, but at 25 months after the initial injury, 11 months after operation, she still had no improvement in motor function and had residual paraesthesia over the lateral border of her foot. In both cases as well as ours, the sciatic nerve was wrapped around the front of the neck of the femoral component (Table I) .
In our case, the patient had no symptoms or signs of a sciatic nerve palsy at the time of presentation with a dislocated hip replacement, and these only appeared once the dislocated prosthesis had been reduced by closed methods. This implies that the sciatic nerve was trapped around the femoral component as the hip was being reduced. This may have been easier in the presence of the non-united greater trochanter. Manoeuvres involving circumduction during closed reduction can facilitate this phenomenon. 1 The relatively long period between revision and dislocation would have allowed the soft tissues around the hip to scar significantly which can also place the sciatic nerve at risk of a tension injury. 14 The symptom of severe pain and signs of a complete motor palsy immediately post-operatively suggested entrapment of the nerve within a joint rather than a transient neuropraxia. In this situation, there is little to be gained by performing further radiological investigations. Early exploration is recommended in these cases. 12, 15 Significant damage to the nerve can occur following entrapment around the femoral component and neurological recovery is variable. However, the severe preoperative pain that occurs from entrapment of the nerve usually responds very quickly to exploration and release.
Immediate operative exploration of the sciatic nerve should be performed when there is a complete palsy following closed reduction of a dislocated THR. In patients with distorted anatomy following previous surgery, one should consider dislocating the hip and ruling out entrapment when the nerve cannot be localised in its normal path.
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